1
. Such symptoms are likely due to autoimmune inflammation in peripheral nerves, but specific antigens and autoantibodies have not yet been identified.
A 56-year-old man with an 8-year history of CIDP had thirst and general fatigue. He repeated the recurrence and remission of CIPD, and had intravenous immunoglobulin therapy repeatedly (30 g/day 9 5 days for remission induction, 30 g/day every other week 9 7 days for maintenance, 30 g/day 9 10 days for first recurrence, 30 g/day 9 6 days for second recurrence and 30 g/ day 9 5 days for third recurrence). Furthermore, he had plasma apheresis therapy once, steroid pulse therapy twice (1,000 mg/day of methylprednisolone), immunosuppressant therapy (3 mg/day of tacrolimus, 150 mg/day of azathioprine, 4 mg/day of methotrexate and 300 mg/day of ciclosporin pulse therapy) and oral prednisolone therapy during 8 years. His symptoms (numbness of arms and legs) were stable for the past 8 months with the treatment of 30 mg/ day of prednisolone every other day.
His height and bodyweight were 166.0 cm and 70.0 kg. Heart rate and blood pressure were 117 b.p.m. and 111/ 60 mmHg. Table 1 shows the laboratory data. Although the patient's hemoglobin A1c level was 5.9% 1 month earlier, his plasma glucose level was 816 mg/dL and hemoglobin A1c level was 6.4% at admission. He had ketoacidosis, and all autoantibodies were negative. Although abdominal computed tomography did not show remarkable findings, pancreatic enzyme levels were elevated. We diagnosed him with fulminant type 1 diabetes mellitus (FT1DM) 2 . In addition, we measured his cytokine levels 1 week after the onset of fulminant type 1 diabetes mellitus. As shown in Table 1 tumor necrosis factor-a, 0.6 pg/mL [0.6-2.8 pg/mL]). Although it is not certain that the data within the normal range truly indicate immunotolerance status, it seems that such data are, at least partially, associated with immunotolerance status after long-term therapy for CIDP. It is also possible that such cytokine levels were influenced by fulminant type 1 diabetes mellitus or CIPD itself. After starting insulin therapy, hyperglycemia and ketoacidosis were improved. As the Coxsackie virus group A type 5 antibody value was relatively higher at the onset of fulminant type 1 diabetes mellitus (titer: 16) compared with 4 months later (titer: 4), its onset was possibly associated with Coxsackie virus infection.
It is known that fulminant type 1 diabetes mellitus is complicated in patients with drug-induced hypersensitivity syndrome and its therapy with steroids, but its precise mechanism remains unknown 3 . We assume that the onset of fulminant type 1 diabetes mellitus is associated with immunotolerance status induced by the treatment for drug-induced hypersensitivity syndrome. Furthermore, recently much attention has been paid to fulminant type 1 diabetes mellitus being induced during treatment with programmed cell death 1 antibody. It is thought that the immunotolerance status after programmed cell death 1 antibody therapy is closely associated with the onset of fulminant type 1 diabetes mellitus 4 . Therefore, we assume that the present patient was also under immunotolerance status after long-term therapy for CIDP, which led to the onset of fulminant type 1 diabetes mellitus. Indeed, both inflammatory and antiinflammatory cytokine levels were very low. In addition, this patient had Coxsackie virus infection and fulminant type 1 diabetes mellitus-associated human leukocyte antigen type 5 . Therefore, we believe not only immunotolerance status, but also virus infection and human leukocyte antigen type were involved in the onset of fulminant type 1 diabetes mellitus in this patient.
This is the first case report of newly onset fulminant type 1 diabetes mellitus in This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
a patient with CIDP treated with steroids. We should be aware of the possibility of fulminant type 1 diabetes mellitus under immunotolerance status when we examine patients with immunotolerance status.
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